Introduction. Patient satisfaction with care received is an important dimension of evaluation that is examined only rarely in developing countries. Evidence about how satisfaction differs according to type of provider or patient payment status is extremely limited.
The Thai health care system is typical of many East and stereotypes suggest that private (for-profit) providers are more likely to respond to patient preferences (particularly in South East Asian countries in having a mixed economy of health care. Until recently, policy makers had focused their terms of augmenting hotel aspects of care), whilst public sector providers may be less sensitive to patient preferences efforts on the public sector. However rising health care costs, increasing use of high technology equipment, and complaints but more concerned with clinical quality [4] .
More economically developed countries in East Asia, such of unethical practices at private hospitals have drawn policy makers' attention to the mixed market for health care services as Japan, Korea and Taiwan, have attempted to bind public and private providers into a unified health care system through in Thailand [1, 2] . An emerging literature on quality of care in the private sector in developing countries has addressed the extension of a Bismarckian model social insurance system (N. Ikegami, T. Hasegawa, unpublished manuscript 1990 [5] [6] [7] ); mainly clinical quality of care at the primary level [3] . In terms of consumer perception of quality of care in the Thailand plans to follow a similar path. There are currently several parallel insurance schemes in Thailand including the private sector, very limited evidence is available, but popular Social Security Scheme (SSS) which provides health and other satisfied than those patients paying on a fee-for-service basis. benefits to those in private, formal sector employment, the Civil Servants' Medical Benefit Scheme (CSMBS) covering the medical expenditure for government employees, the Health Card scheme (a voluntary health insurance scheme) Development of survey instrument and the Low Income Scheme which provides fully subsidized While there is a growing body of literature on the use of access to public health care services for the poor.
consumer satisfaction surveys in developing countries (for a The issue of consumer satisfaction with care received is recent review see [8] ) there has been increasing concern in particularly pertinent in Thailand because of the manner in industrialized countries about the use of such instruments which health care providers under the SSS are paid. The [9] [10] [11] [12] . A number of the problems commonly identified hospital with which insured persons register (known as the can be at least partially resolved by careful design and 'main contractor', which may be publicly or privately owned) implementation of the survey. Although several consumer is paid a capitation fee: i.e. a lump sum annual amount for satisfaction surveys have been designed and validated in every insured worker choosing to register with that facility.
industrialized country contexts, there are significant difIn return for this amount the hospital must provide to all ficulties in transferring them directly to other situations where registered beneficiaries, all services in a defined package which perceptions of quality may be very different. The research excludes only a handful of extremely high cost interventions.
team reviewed available consumer satisfaction instruments Other medical benefit schemes (such as the CSMBS and and adapted them on the basis of existing Thai studies of private health insurers) pay providers on a fee-for-service consumer perceptions of quality of care, and consultation basis. Both public and private hospitals charge fees to unwith Thai public health experts. The structure of the two insured patients which are paid out-of-pocket.
survey instruments (one for outpatients and one for inBeneficiaries of the SSS can change their main contractor patients) is shown in Appendix 1. hospital on an annual basis, so in principle there should Doctors in Thai culture are traditionally held in very high be competition between facilities to attract more registered regard, and thus people may be particularly unwilling to patients. However there are concerns that this competitive criticise them [13] . This factor is likely to be compounded mechanism may not be sufficient to compensate for financial by the Thai culture of Krengjai (consideration or respect) incentives to reduce the cost of care for insured persons.
which inhibits open criticism of others. Combined, these The SSS specifies certain structural standards which a facility factors suggested that Thai respondents to consumer satmust meet in order to be able to register as a main contractor isfaction surveys may be particularly reluctant to express under the scheme; however these structural standards do negative opinions about health care providers. Hence the little to ensure the quality of process aspects of care. The researchers chose a combination of more and less direct incentives within the payment mechanism to lower the cost questions. of care may be passed on to patients in the form of fewer Direct questions on satisfaction used a Likert-type scale investigations, fewer admissions and shorter consultation to assess aspects of physician care, nursing care, general times. Attending physicians may come to see SSS patients as cleanliness and amenities of the facility, and reception by 'less valuable', and therefore worthy of less attention, than other staff (such as registration clerks). Indirect questions did regular patients. Consumer satisfaction with quality of care not ask about satisfaction per se but rather asked respondents may differ in some respects from an objective appraisal to rate the clarity of explanations received from carers, and of quality; however, monitoring consumer satisfaction with waiting time (for outpatients). The questionnaire concluded quality of care is an important complement to other efforts with open-ended questions about means through which to to monitor quality in Thailand. improve quality of care at the hospital. These open-ended This paper describes a study evaluating both inpatient and questions provided an opportunity for respondents to voice outpatient satisfaction with quality of care in nine hospitals concerns about dimensions of quality other than those already of different ownership in Bangkok. The results reported are reviewed in the survey. In addition, on the inpatient quespart of a larger study which examined differences in quality tionnaire two 'make or break' questions were included asking of care and efficiency in the nine hospitals and how method whether (i) the patient him or herself would use the facility of paying for care affected these variables. With respect to again and (ii) whether the patient would recommend friends consumer satisfaction the study aimed to: or family to use the hospital. Both questionnaires were drafted in Thai, and pilot tested (i) identify differences in consumer satisfaction related to at two public hospitals (different from those where the survey quality of care at the nine different hospitals; we were was finally implemented) to ensure that they were easily interested in how consumer perceptions corresponded comprehensible to patients. to popular stereotypes of differences in care provided by hospitals of different ownership;
(ii) examine differences in consumer satisfaction with qual-Implementation method ity of care by consumer payment status: our hypothesis was that SSS patients paid on a capitation basis may Nine hospitals in the Bangkok area including three public hospitals, three private for-profit hospitals and three private experience less courteous treatment, and hence be less non-profit hospitals were purposively selected to make the Profile of respondents nine hospitals broadly comparable in terms of bed numbers and scope of services offered (Table 1) . A further factor in The inpatient survey had a very low response rate: of the selecting hospitals was the hospital management's willingness 5400 forms distributed just 1870 were returned, providing a to participate in the research. The hospitals are referred to response rate of 35%. There were significant differences in here by number in order to preserve anonymity. Within the response rates between hospitals of different ownership with public sector the three hospitals had different ownership: the highest response rate at public hospitals (45% response the Ministry of Public Health, the Bangkok Metropolitan rate) and the lowest at private for-profit hospitals (26% Authority and the Ministry of Education (hospital 3 was a response rate). The reasons for these differences are unclear. university teaching hospital and was considerably larger and The response rate for the outpatient survey was significantly had longer lengths of stay than any of the other facilities). better as it was completed at the hospital: 3953 valid responses For the inpatient satisfaction survey a four page self-were received giving a response rate of 73.2%. Moreover, administered questionnaire with a pre-stamped envelope was responses for this survey were relatively evenly distributed given to 600 consecutive discharges (both adult and paediatric between hospitals, with the exception of one private forpatients) at each hospital. Respondents were instructed by profit hospital where some patients were mistakenly requested ward nurses to complete the form at home and return by to mail back survey forms. mail within 2 weeks. This approach was used so that forms Table 2 shows the profile of respondents in terms of their were completed in a neutral setting, where patients might be sex, age, education and social security cover. These data are willing to be more critical.
compared with the same variables found during a 1 day, The questionnaires were distributed concurrently in the hospital bed census in each of the facilities. Thus for the nine hospitals starting in October 1995. Parents were to act inpatient survey it was possible to identify clearly the key as proxy respondents for children aged under 14 years and characteristics of respondents. Unsurprisingly respondents assistance from relatives was required for patients who could were particularly those of working age (15-59 years), and not read or write. The questionnaire was anonymous; neither they also tended to be better educated, having more posthospital identification number nor patient name was labelled primary school education. This finding was consistent across on the form. hospitals. Table 2 also suggests that women were considerably For the outpatient satisfaction survey, 600, two-page ques-more likely than men to respond to the questionnaire. tionnaires were randomly distributed to every third outpatient The data presented in Table 2 also suggest that SSS workers exiting obstetric/gynaecology, internal medicine, surgery and were over-represented in the sample, when compared to the general medicine clinics of each hospital. Paediatric patients bed census figures. There are at least two reasons why this were excluded from the sample as it was a self-administered may be the case: questionnaire. Patients were provided with a pencil and asked to fill the form before leaving the hospital, so for this survey (i) SSS workers are aged 15-59 years and as the very young and the elderly were least likely to respond, age the questionnaire was not completed in a neutral setting. The questionnaire was usually completed while waiting for drugs.
partially accounts for the over-representation of SSS workers; Completed questionnaires were put into a closed box by respondents. The survey took 2 days to 2 weeks to administer
(ii) SSS workers may have shorter lengths of stay than other inpatients as the hospital is under pressure to depending on the caseload of a particular hospital. It was undertaken consecutively in each hospital during the period save costs on their treatment. The bed census method is less likely to pick up patients with short lengths August-December 1995. of stay, whereas a survey administered to sequential different client profile from the other two private for-profit hospitals: it had no SSS workers registered with it and tended discharges is more likely to pick up those with short lengths of stay.
to draw its clients from more educated groups than hospitals 5 and 6. It is not uncommon for patients to have dual insurance cover and thus it is probable that a number of respondents mistakenly identified themselves as having SSS coverage Results whereas interviewer probing during the bed census found that care for this particular episode was actually being funded Differences in satisfaction according to hospital from an alternative source, such as an employers' medical ownership benefit scheme.
Differences between the three groups of hospitals also Table 3 shows the percentage of respondents stating that emerge: the clientele at public hospitals tended to be less they received a 'clear explanation' from the doctor or relevant educated than that at private hospitals. This is probably hospital staff member with respect to a number of different explained by the strong correlation between income and issues. education and the fact that lower income groups tend to For outpatient care a clear and highly significant pattern prefer the cheaper services at government hospitals. The emerged: doctors at private for-profit hospitals were conprivate for-profit hospitals have a larger number of male sistently thought to provide more clear explanations than clients: this is probably partly due to the significant number doctors at public hospitals, and doctors at private non-profit of SSS workers at two of the private for-profit hospitals in hospitals in turn provided more clear explanations than the sample.
doctors at for-profit ones. The only exception to this is Data presented in Table 2 are pooled by hospital ownership explanation of drug use, where private for-profit pharmacies for ease of interpretation. During the analysis results for each performed better than the private non-profit ones. hospital individually were examined as well as data pooled For inpatient care a similar pattern emerged, although it by hospital ownership. While 2 tests showed that differences was significant only for explanations about surgery and its between groups were often significant, there were some consequences, and the nature of illness. In general, patients notable differences within hospital ownership groups. In seeking care in public hospitals rated explanations received particular hospital 3, the University teaching hospital, tended lower than patients seeking care in private for-profit hospitals, to be viewed quite differently from the other two public who in turn rated explanations lower than patients seeking care in private non-profit hospitals. hospitals. In addition, hospital 4 was found to have quite a ..................................................................................................................................................................................................................... For most aspects of inpatient care, private for-profit hos-were asked (i) whether they would return to the same hospital if they needed inpatient care in the future and if they had pitals received lower ratings than either of the other hospital alternative choices and (ii) whether they would recommend groups ( Table 4 ). The sole exception to this was on certain friends and relatives to use the hospital. Responses are dimensions of amenities (such as comfort and availability of consistent with the ratings respondents gave to aspects of chairs). Private non-profit hospitals were rated most highly. quality in the three hospitals. Patients at non-profit private On one dimension (the manner of physicians) public hospitals hospitals were most likely to return or recommend the received a higher rating than private non-profit hospitals.
hospital to a friend, and patients at private for-profit hospitals This pattern was confirmed by the responses to the two were least likely to do so. 'make or break' questions (Table 5 ). Inpatient respondents Responses differed considerably between inpatient and outpatient surveys. For the outpatient survey public hospitals Table 5 Percentage of inpatients stating they will use facility received lower ratings than both groups of private hospitals again or recommend to others, by hospital ownership for every aspect of quality of care (Table 6) . On the whole, rankings of individual hospitals were conWill sistent with the overall rankings of hospital by ownership; Will use recommend however there were a few exceptions to this. Most notably, facility to others the public teaching hospital was in all respects less well rated again (%) n (%) n than the other two public hospitals for outpatient care, but . ..................................................................................................................................................................................................................... non-profit hospitals were most frequently thought to have In the analysis presented here we simply compare those acceptable waiting times, whereas there were most complaints saying that they will use the SSS to pay for this visit and those about the waiting times at public hospitals. For example more who say they will not. As the two groups may be rather than one-quarter of respondents thought that waiting time contaminated it is likely that our analysis underestimates the for registration at public hospitals was too long whereas the true difference in perceptions. corresponding percentage for private non-profit hospitals
In the outpatient survey, at hospitals 1, 2, 3 (the public was less than 10%. hospitals) and 5 (a private for-profit hospital) 10-20% of respondents had SSS coverage. At hospital 6 nearly 70% of respondents had SSS coverage. The other hospitals either accepted no or very few SSS patients.
Differences in level of satisfaction
Initially the ratings relating to the physician consultation
between SSS patients and other patients
given by SSS patients in hospitals 1, 2, 3, 5 and 6, where there were a substantial number of SSS patients, were comInterpretation of the evidence on payment method and pared with those given by non-SSS patients. In each hospital, perception of quality of care was complicated by inconsistent with the exception of hospital 6, higher ratings had been responses on insurance status. In particular a small percentage awarded by non-SSS patients than by SSS patients. It is of respondents (approximately 10%) claimed that they were possible that physicians at hospital 6 dealt with so many SSS covered by the SSS for this visit, but were also being paid patients that it was difficult for them to discriminate against for by some other insurance scheme (e.g. CSMBS or private them. Table 7 summarizes the results for hospitals 1, 2, 3 insurance). Some of these respondents may have been memand 5: large and significant differences emerge between bers of the SSS but had used a hospital with which they were SSS and non-SSS patients on virtually all of the various not registered and therefore had to use alternative means to pay. characteristics examined. In particular, SSS patients were considerably more likely than non-SSS patients to think that surroundings. Hence our analysis focused on the physician the time which the doctor spent with them was insufficient consultation where it is possible that SSS patients received or that the doctor did not take a full history of the condition. less attention than fee-paying patients. Interviews with hosThe small percentage of patients at government hospitals pital staff suggested that over time hospitals were developing who were exempted through the low income scheme or ways to minimize the costs of treating SSS patients. These carried a voluntary government health insurance card (ap-mechanisms may have negative effects upon quality of care. proximately 3% in total), would not have paid for care on a At the time of the survey only outpatient care appears to fee-for-service basis. Furthermore, it is possible that patients have been negatively affected, but stronger hospital responses paying out-of-pocket (and hence constrained by their own to the incentives inherent in capitation payment are rapidly ability to pay) may not have been viewed by physicians as evolving. being as remunerative as insured patients paying on a feeSatisfaction with health care is closely linked to expectations for-service basis. To ensure that the comparison captured and the degree to which expectations are met. A clearer only and strictly difference in payment mechanism, a further understanding of people's expectations may help with inanalysis on a hospital-by-hospital basis compared (i) ratings terpretation of the results. For example, there has been awarded by SSS patients versus CSMBS patients in public substantial press coverage of cases where SSS workers have hospitals and (ii) ratings awarded by SSS patients versus those been denied access to emergency care. Discussion in the with private insurance or employer insurance schemes in media may have given SSS patients the impression that they private hospital 5. The results showed differences in the were receiving 'second class' care and this could in turn have ratings awarded by SSS and insured fee-for-service patients influenced their responses to the questions. Hence it is of a similar or greater magnitude than those reported in Table possible that the observed differences in ratings between SSS 7, however fewer results were significant, perhaps due to and non-SSS groups are due to SSS workers taking a more smaller sample size.
critical attitude towards services received. In order to in-A similar analysis was carried out for the inpatient sat-vestigate this possibility, ratings between SSS and non-SSS isfaction survey, however no consistent pattern between groups were compared for dimensions such as comfort and ratings of SSS and non-SSS groups emerged and none of the cleanliness which would not differ across the two groups. differences observed were found to be significant. This was For these variables there was no clear pattern in ratings and the case for each individual hospital and for the whole sample. none of the observed differences were significant.
Another example of the importance of expectations relates to the university teaching hospital which was a clear outlier in terms of consumer satisfaction with outpatient care pro-
Discussion and conclusions
vided; it performed significantly less well than either of the other government hospitals. Although there are problems at The survey illustrated some interesting differences in conthe outpatient departments of the hospital, notably a very sumer perceptions of quality of care and how they varied large patient caseload in the region of 4000 outpatient visits between hospitals of different ownership and by patient's per day, the poor evaluations of care by users may also be payment status. For both inpatient and outpatient care the partially due to high expectations. The university teaching private non-profit hospitals were highly appraised, but hospital in question is well known within Thailand and thus whereas public hospitals were generally better thought of people may have been particularly shocked by the impression than private for-profit hospitals for inpatient care, the reverse they took away of the outpatient departments. was true for outpatient care. The only dimensions in which Although the consumer survey provided interesting insights private for-profit hospitals out-performed public hospitals it is clearly an imperfect instrument and problems were for inpatient care was with respect to the amenities available, encountered by the researchers in implementing the survey. such as comfort of surroundings, availability of chairs etc.
Key shortcomings of the study were: These findings tend to confirm the popular stereotype suggested in the introduction: private for-profit hospitals perform (i) as commonly found elsewhere a relatively high probetter with respect to hotel aspects of care and convenience portion of respondents (approximately 75%) appeared (as reflected in waiting time data), but for more serious satisfied with the care received (rating various aspects conditions, which require admission, patients prefer the serof quality as good or very good); vices provided at public hospitals.
(ii) very low response rates amongst certain identifiable Because of the problems encountered in distinguishing groups, particularly the elderly, the less educated, and between those who were and were not covered by the SSS children, were also problematic. The response rate for this particular episode of care, our conclusions about was particularly low for the inpatient survey where payment status and consumer satisfaction with quality remain respondents were asked to mail back questionnaires. tentative. The results found here suggest that further inNo attempt was made by the researchers to correct vestigation of this issue might be valuable.
for non-respondent bias as the only data available on At the time of the study, in all study hospitals SSS patients the typical profile of hospital users came from a 1 day were seen in the same clinics as regular patients and thus it bed census which might in itself not be very reliable. is unlikely that there were substantial differences in certain aspects of care such as the comfort and cleanliness of It is probable that the groups which did not respond are those who would be least likely to articulate TS3-CT94-0325 (DG12 HSMU). The researchers based in the Health Economics and Financing Programme, London dissatisfaction with care received.
School of Hygiene and Tropical Medicine are further sup-(iii) the survey was implemented in only nine hospitals; ported by the Department for International Development, Bangkok has a total of over 150 hospitals. The small Great Britain. We thank the staff and management of the sample size means that the data on differences between nine hospitals in Bangkok who permitted us to carry out this groups of hospitals should be interpreted with caution.
survey and assisted with its implementation. The fact that bed occupancy rates also varied within groups, and that this may have an independent effect on patient satisfaction (via availability of staff ), should also be taken into account.
